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RURAL HEALTH AND HEALTH REFORM

MONDAY, MAY 3, 1993

U.S. SENATE,
SPECIAL COMMITTEE ON AGING,
Washington, DC.

The Committee met, pursuant to notice, at 10:30 a.m., in room
485, Russell Senate Office Building, Hon. David Pryor (Chairman
of the Committee) presiding.

Present: Senator Pryor.

Also present: Kate Kellenberg, investigator; Bonnie Hogue, pro-
fessional staff; Mary Berry Gerwin, minority staff director; and
Priscilla Hanley, minority professional staff.

[This workshop was co-sponsored by the Senate Rural
Health Caucus]

OPENING STATEMENT OF SENATOR DAVID PRYOR, CHAIRMAN

The CHAIRMAN. Good morning, ladies and gentlemen. I started to
begin our meeting by saying welcome to this hearing, but this is
not a hearing.

We chose a workshop format for our gathering this morning be-
cause we wanted to hear from a wider group of individuals, and we
have a very splendid group today who have come from all over the
country to testify and share their points of view. We will later
allow questions from the audience, which, of course, during a for-
malized hearing we don’t normally do.

This is one in a series of workshops and hearings on rural health
that the Aging Committee has held in the last several years.

With the proposals now about to come from the White House re-
lating to health care and health care reform, I don’t think a work-
shop like this could be any more timely.

Many of the proposals actually made in these sessions have led
to the passage of legislation that has helped rural communities
keep their doctors and keep their hospitals open.

For example, the Finance Committee, upon which I also serve,
has modified Medicare payment policies almost every year to be
more fair to rural doctors and hospitals following the advice re-
ceived at workshops just such as this.

There will be a full transcript of this hearing, and, by the way,
we appreciate very much our friends at C-Span deciding to televise
this session.

I regret that I cannot stay with you today. I’ve also just been in-
formed that Senator Cohen will not be able to attend our workshop,
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but I'm certain that he too will be interested in the transcript and
his staff is re%resentin% him at the meeting this morning.

This workshop will focus on proposals that may improve access
to medical care in rural communities. By way of introduction to
this subject we’ve prepared some charts that Ill share with you in
just a moment.

Recently the city of Little Rock was the site of a National Rural
Health Summit sponsored by the Robert Wood Johnson Foundation
and the Arkansas Department of Health that brought together
more than 100 experts from across the country to talk about rural
health care. These experts prepared recommendations for us on
how to make health care reform work in rural areas. This morn-
ing’s session will address these recommendations.

During this afternoon’s session we’re going to be considering an
issue of considerable interest to me and one which has been dis-
cussed at the summit in Little Rock, and oftentimes in the Aging
Committee. We'll be asking how we graduate more of the primary
care doctors we need so desperately in rural America.

Our first chart shows that 84 percent of primary care physicians
practice in urban areas. Only 16 percent of these doctors practice
in rural areas.




Percent of Primary Care Physicians Practicing
in Urban and Rural Areas

84%

16%

% MDs in % MDs in
Urban Areas Rural Areas

Source: Office of Technology Assessment (1988 data)
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This massive disparity in the distribution of primary care physi-
cians must be addressed now.

Recently, the Physician Payment Review Commission made a
far-reaching recommendation that we revamp all graduate medical
education to get more medical school graduates into primary care.
We'll be asking this morning whether we really need to go this far
at this time.

Let’s look at chart two, Jeff, if we could. This is a very revealing
chart. The interest of medical school graduates in generalist ca-
reers has waned, and so what we're seeing is that in 1981, 38 per-
cent of those graduating from medical school were going into pri-
mary—or what we call generalist—careers in medicine. There were
38 percent in 1981; by 1986, the number sharply drops to 30 per-
cent; and by 1992, the number of graduates going into generalist
careers in medicine has plummeted to 14 percent.



Interest of Medical School Graduates in
Generalist Careers Has Waned

38%

1981 1986 1992

Source: AAMC
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Now this is to me a very, very alarming figure. It is a problem
I think too, if we could look at chart three, that most other coun-
tries are already solving. And I don’t know quite why we’re not
solving it, but if we wou%d look at the United Kingdom for general-
ists as a percentage of physicians, 73 percent are generalists. In
Germany, 54 percent are generalists; Belgium, 53 percent; Canada,
47 percent; The Netherlands, 38 percent; and, finally, the United
States where a mere 34 percent of doctors are generalists.



Generalists as a Percentage of Physicians:

73%

Percent Generalists

United Germany Belgium Canada Netherlands U.S.
Kingdom

Source: JAMA, 252:373-84.
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Even if we start to reform graduate medical education now, it’s
going to take a long time to fix this problem because it has taken
a long time to get this bad.

This, by the way, is Jeff Human. He is on loan from the Depart-
ment of Health and Human Services to the Aging Committee. He
has been with us for several months, and, Jeff, I don’t know how
we got by without you for so long. You've done a great job, and
we’re going to turn the moderating challenge over to Jeff in a mo-
ment.

Looking at our next chart we see that in approximately 1962 the
number of primary care physicians and the number of specialists
was just about even. Through discussions with Jeff I've learned
that a massive amount of new technology began to come to the
forefront about that time. We then saw the number of specialists
rise dramatically up until 1965 and on up to 1980. If we look at
the lower line on this chart we see the percentage of primary care
doctors go down just as dramatically as the percentage of special-
ists rose during that period of time. And now we see a huge dif-
ference—the last figure is 1989, I believe, between the percentage
of specialist and primary care physicians.



A Steady Decrease in Primary Care M.D.s*
compared to other specialties, 1960-1989

2601 --------- - me== Non-Primary Care | - - ----
Oggl . . - & —_____] mg= Primary Care | ... _.

30 ; T
1960 1965 1970

1975 1980 1985 1989

* Refers to family physicians, general internists, and general pediatricians

Source: American Medical Association
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Our last chart shows that a higher percentage of primary care
physicians leads to lower health care costs. We see the percentage
of physicians in primary care; Great Britain at 70 percent—they
only spend 6 percent of their GNP for health care—and you can see
in Canada, it’s 50 percent of primary care physicians and 9 percent
of GNP is spent for health care,




A Higher Percentage of Primary Care Physicians
Leads to Lower Health Care Costs

Percent of Physicians Health Care as a
| in Primary Care Percent of GNP

Great Britain 70% 6.0%
Canada 50% 9.0%

United States 34% 11.5%

Source: AMA Physician Survey )
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Here we are with 34 percent of our physicians in primary health
care and we’re spending 11.5—and I imagine it’'s 12 percent by
now—of our GNP on health care. We can see that the more pri-
mary care physicians a nation has, the lower percentage of health
care as a percent of the Gross National Product expenditure.

One of our presenters this afternoon is Charles Cranford of the
University of Arkansas Medical School. Would Charles stand?
Charles is representing Dr. Harry Ward, the Chancellor of the Uni-
versity of Arkansas for Medical Sciences. These are people whose
advice I have long valued over the years, and I am very glad that
Charles could be with us.

Two people who could not be with us today in addition to our
friend and colleague, Senator Cohen, are Senators Tom Harkin and
Bob Dole, co-chairs of the Senate Rural Health Caucus. They both
convey their regrets.

It’s a little out of the ordinary, I might just add, generally for
there to be hearing or a workshop on a Monday morning like this
because so many of our colleagues are traveling and are getting
back into town.

Once again, I've asked Jeff Human to moderate the workshop for
me. Jeff, as I've said, is on loan to us. I hope we can keep him as
long as we possibly can. He conducted a similar workshop for us
recently on undergraduate medical education, and I appreciate his
expertise and assistance.

Jeff, may I ask you to come up, and open our morning session?

WELCOMING STATEMENT OF JEFF HUMAN, MODERATOR

Mr. HuMAN. Thank you very much, Senator, and welcome again
to everybody.

Just to put this in a little bit of perspective, we have a general
problem in rural health in this country that goes even beyond the
doctor problem.

During the 1980’s, 10 percent of all of America’s rural hospitals
closed, and, with respect to doctors, we found on a per capita basis
in the smaller communities we had less than half as many doctors
as we did in the urban areas. And it was a problem that also

reached into many other areas as well and continues to.

"~ Rural occupations, such as farming and timbering, mining, are
the most dangerous occupations in America, and the health haz-
ards to rural farmers and others are very, very high. And this is
a problem that also is more than a health problem. Just as surely
as the hospitals are closing and the doctors are leaving, well, gro-
cery stores are closing and schools were consolidating and closing,
and so on.

So, as a result, we have a general problem in maintaining the
viability of rural America, ang, in particular, health services and
other services, which would make it attractive for people to stay in
rural communities and for people to move there.

And that is the context in which we had a rural health summit
that was held in Little Rock to consider these issues. For this
morning’s session I am going to ask Nancy Barrand to bring with
her the group of people who provided the leadership for setting up
this summit to report back to us the findings of that summit and
what’s really important to deal with, given that we have a problem
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now and we have a new situation confronting us—the possibility of
health care reform, which could either help solve these problems or
exacerbate them. And so Nancy and her group will be providing
their advice to the Committee and to the Senate generally.

Nancy is a Senior Program Officer at the Robert Wood Johnson
Foundation, and she’s been deeply involved in questions of rural
health care for some years. She has also served as a staff person
in the U.S. Senate, and for the California General Assembly, and
with the Institute for Health Policy Studies at the University of
California at San Francisco.

So, Nancy, if you and your group could come forward, we will be
glad to let you take over.

STATEMENT OF NANCY BARRAND, ROBERT WOOD JOHNSON
FOUNDATION

Ms. BARRAND. Well, thank you. I want to thank Senator Pryor
for the opportunity for us to come and talk to you about the meet-
ing that we had in Little Rock to look at health care reform in
rural areas.

Too often rural health care tends to be an oversight or an after-
thought in our policy process, and our purpose in sponsoring this
meeting was to look at rural health care under health care reform
scenarios and to give visibility to some of the issues about how
health care reform needs to address the problems that we have in
rural areas.

I want to start by introducing my colleagues who are here with
me today at the table. Starting from the right:

Dan Campion is an associate at the Alpha Center. The Alpha
Center is a nonprofit policy institute here in Washington, D.C., and
they have a grant from the Foundation to provide technical assist-
ance under the Federal Rural Each-Peach Program. Dan is in
charge of that program and the Alpha Center conducted and orga-
m'zeg the meeting that we held in Little Rock last month.

Next to Dan is Dr. John Coombs. Dr. John Coombs is the Associ-
ate Dean for Regional Affairs and Rural Health at the University
of Washington School of Medicine. He was a participant and one
of the work group leaders at the meeting, and you’ll be hearing
from him a little bit later on when we walk through some of the
specific recommendations.

Next to John is Dr. Ira Moscovice. Dr. Moscovice is the Professor
and Associate Director at the Institute for Health Services Re-
search at the University of Minnesota School of Public Health.

Next to me is David Helms, President of the Alpha Center.
Again, the Alpha Center conducted and organized this meeting for
us.

Sitting next to me is Charles McGrew who is the Director of the
Section of Health Facilities Services and Systems at the Arkansas
Department of Health. The Arkansas Department of Health co-
sponsored and hosted this meeting along with the Foundation. It
was Charles who first brought to our attention the need for this
meeting to occur. In a minute I'm going to ask Charles to make
some opening remarks.

I also want to point out that in the audience we also have Linda
Goldsmith, who is the Director of the Office of Rural Health at the
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Arkansas Department of Health who was also very much involved
with the meeting as well as Don Dickey who is also with the Rob-
ert Wood Johnson Foundation.

Let me give you a little bit of overview of the meeting. This was
a 2-day meeting that we held in March. The first day was devoted
to looking at various health care reform scenarios and how they
might play out in rural areas, and you’ll hear a little bit later on
about some of the assumptions that we made as we looked at what
health care reform might include.

We had, as Senator Pryor mentioned, 100 participants who rep-
resented researchers, health care providers, and health policy ex-
perts from across the country and really represented a diversity of
opinion, as well as diversity of experience in rural health care is-
sues.

On the second day of the meeting, we broke the 100 participants
into eight working groups, focusing on specific topics of rural
health care, and those are listed in the report that we’ve handed
out. The work groups focused on service areas, supply of human re-
sources, and network structure and formation, network financing,
and network operations. You're going to hear a lot about rural
health care networks and the importance of the formation and op-
eration of these networks to creating the types of linkages that are
necessary to provide access to health care in rural areas. Other
work groups, focused on public health and State roles; State roles
in organizing the service delivery system, as well as what the State
role should be in allocating resources.

These eight work groups were asked to identify what they saw
as the key issues for implementing health care reform in rural
areas and to develop recommendations for how those issues might
be addressed. These are the recommendations that we’re going to
talk to you about today.

I want to mention at the outset that the recommendations that
we're going to be talking about do not necessarily in all cases rep-
resent the consensus of the 100 participants at the meeting. They
do very much represent the tone and the discussion at the meeting
and, in some cases, did represent the consensus of the group. But,
as you'll see, there was debate and some diversity of opinion about
these various recommendations, and I think you’ll even see that
represented on this panel up here.

I want to leave you with three themes that came up over and
over again at this meeting, and you’ll hear them again as we go
through the report.

The first is that health care reform seems to represent a real op-
portunity to begin to address some of the issues that we all know
persist in rural areas.

Second, however, is that there is some concern that health care
reform may only address the financing side and may not address
what is the critical issue in rural areas, which is the delivery sys-
tem. In rural areas, health care reform means delivery system re-
form, and I can’t over emphasize that.

As Senator Pryor was going through the charts, the problems of
undersupply of providers, the problems of a lack of infrastructure,
are problems that we all know too well exist in rural areas. And
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health care reform is seen by rural residents as an opportunity to
address some of these issues.

And, finally, the last theme I want to leave you with is the issue
of flexibility. It is critical that there be some flexibility in how
health care reform is implemented if we are going to address some
of the special needs in rural areas.

The solution for how to address access in rural North Carolina
may not be the solution for how we address similar problems in
rural Montana. So, therefore, there is a need to look at how health
care reform is implemented in rural areas and to allow as much
flexibility as possible to take into account some of the special con-
siderations in these areas.

With that, I'd like to turn it over to Charles McGrew to add his
opening remarks.

STATEMENT OF CHARLES McGREW, ARKANSAS DEPARTMENT
OF HEALTH

Mr. MCGREW. Thank you.

I'd like to thank the Foundation and the Alpha Center for the
support and all the really hard work that went into making the
conference what I think was a real success.

I'd like to get into the recommendations as quickly as possible,
but I would like to repeat something I said earlier this morning be-
cause in talking to my colleagues around the country who work on
rural health care issues at the State and local level on a daily basis
and have been trying to come up with some solutions over the last
several years to some of the problems that we face, one message
that’s really clear I think from everyone who is in the business out
there is that what rural is not is urban health care in miniature.
And I think that that’s a message that people in rural America who
are working in the system, are concerned about the system, would
like to make sure that’s clear.

You can take all the problems that you face in an urban environ-
ment and then overlay them with the fact—we talked about earlier
and it certainly will be discussed here this afternoon—that we have
a huge problem with providers. It’s going to get worse instead of
better, I think, as we get into network formation because it would
be pulling some of the primary care physicians from rural areas
into those urban networks.

We have massive problems in rural areas with transportation,
we have folks that don’t make as much money, percentagewise—
fewer of those people have health insurance, all kinds of issues that
are different when you’re dealing in that rural environment.

So that’s an issue and a focus that my rural colleagues would
really like for you to keep in mind. With that, I'd really like to get
inté) the recommendations so as to allow time for questions at the
end.

Ms. BARRAND. We're going to ask David Helms to walk us
through the cross-cutting themes from the meeting, and then he
will moderate our discussion of the specific recommendations.

STATEMENT OF DAVID HELMS, ALPHA CENTER DIRECTOR
Mr. HELMS. Thank you, Nancy.
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This was, I think, a very important opportunity for the rural
community to come to%flther. Health care reform was certainly well
underway. They saw this as a tremendous opportunity to get their
input into the process, and this report, as it has been developed,
has been shared with the White House Working Group, and we
have briefed the House of Representatives as well. I'll just start by
s:f'ing that the rural participants see health care reform as a criti-
cal opportunity for addressing the fundamental problems in the
rural delivery system.

You've already heard this morning about the acute shortage of
primary care physicians, you've heard some about the financial
problems facing small rural hospitals. Therefore, we see this rural
reform as an opportunity to acknowledge that many parts of our
country, the rural are underserved, and we're going to need to
build a rural infrastructure, and we’re going to have to build capac-
ity in rural areas.

Secondly, you've heard that flexibility is very important. One
area in rural America is not the same as another area in rural
America. They are represented by as much diversity as may be
there exist between urban and rural.

So as we think about health care reform, we’ll need a range of
options so that we can implement the reform and achieve the objec-
tives and meet the very diverse local needs and utilize those tre-
mendous local resources that are out there.

This diversity is going to require that States and communities
then have flexibility to fashion systems in response to their unique
circumstances. We've also learned from this meeting that the rural
participants very much want to have a role and be meaningfully
represented in efforts at the State level to ensure that they have
a voice in how we implement health care reform.

Rural residents are often characterized by independence and a
desire to maintain control over their local institutions, but we’ve
also found that given information and resources, rural residents
{mve the ingenuity and commitment to find solutions to their prob-
ems.

The fourth theme was the development of regional health care
networks, which would deliver primary care through locally based
providers, should be a fundamental strategy for restructuring the
rural health care delivery system.

Rural residents are not particularly interested in having the
urban-based systems ride out to rural areas and now take some in-
terest in them, so they would like very much to have rural net-
works based with rural primary care providers, where they exist,
as the fundamental building blocks in developing these systems.
These systems would help use resources more efficiently and
strengthen the practice of medicine in rural areas. Also, priority
naeﬁds to be given to providing primary and preventive service lo-
cally.

The fifth cost-cutting theme is that the development of these net-
works will require a variety of approaches. You've heard a lot about
managed competition, and there may be a few areas where we can
really use the concept of managed competition. But I think most of
rural America will be needing to adopt the concept of managed co-
operation, and this will mean that we will have to find ways to
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bring together the rural providers by providing better backup serv-
ice, on-call service, providing better peer support, using tele-
communication linkages—truly building systems that will link and
support the rural providers that we do have.

Now dramatic changes are going to be needed if we’re going to
have an adequate supply of primary care in rural areas. Frankly,
health care reform presents a real threat to rural areas. As our
urban based systems discover the need and value for more general-
ist physicians, rural communities fear that they will be the victim
of rural primary care physicians being recruited out of rural areas
and into urban areas.

So we need to dramatically improve the supply of primary care
physicians, and I think we’ll have to worry about not having the
ones we do have in rural areas moving into the urban systems.

So the health care infrastructure in theme number seven means
that the people, the structures, and the systems need to be
strengthened to assure access to essential health services. That will
mean capital financing for some rural facilities and systems,
human resources and even some additional capital resources to
build and improve the transportation system. In some instances,
we won't be able to take the services to the people. There, we'll
have to build a transportation that will move the people to the
services.

Clearly, we're going to have to upgrade emergency medical serv-
ices and improve the telecommunication systems, and we’re going
to need managers sensitive to the needs of rural areas, to design
those systems, and to involve rural residents in their operation.

Additionally, we’re going to need some planning at the State and
regional level to be sure that we have the adequate resources to
build that infrastructure.

And, last, we think States should play a major role in imple-
menting health care reform in rural areas. The States understand
the diversity of their various communities, and we think they
should be given considerable flexibility as we implement health
care reform.

Now we have 13 recommendations, which we’re going to share
with you. I'm going to ask Ira to begin, and then Ill be calling on
Dr. John Coombs to talk about some of the health personnel sys-
tems.

But, Ira, why don’t you begin by talking about the criteria that
we'll need for defining whether competition can work in a given
area.

STATEMENT OF IRA MOSCOVICE, UNIVERSITY OF MINNESOTA

Mr. MoscoviCE. The first two recommendations came out of the
service area work group at the Little Rock conference. The first rec-
ommendation is define criteria for identifying areas where competi-
tion will or will not achieve the desired results.

At the workshop I heard the term geographically challenged to
represent these kinds of areas. There was a real feeling that al-
though health care reform offered a tremendous opportunity to
help build up the infrastructure that David and Nancy mentioned
earlier, there were going to be some areas where it would be very
difficult to create a competitive market. And the feeling was that
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it would be helpful if we could develop some guidelines, perhaps at
the Federal level, that would help identify areas up front that are
going to have a hard time developing a competitive market.

The notion was that they would just be guidelines and that de-
terminations would be made at the State level, so that we're not
envisioning a national standard.

Some people from New Mexico had already started doing work
on that issue, and started identifying areas ranging from frontier
and high poverty areas, to low density areas, to small city, to small
MSAs, to major metropolitan areas.

The first recommendation suggests that we may be able to iden-
tiffy some areas that require special initiatives under health care
reform.

The second recommendation suggests that States should have
the responsibility for determining the geographic area served by
health insurance purchasing cooperatives. The feeling here was
that States really do understand their local markets and their
rural areas better than the representatives from the Federal level
and that it should be up to the States to make decisions such as
whether they want one purchasing cooperative for the whole State,
as several people have suggested mig%t be appropriate in States
like Wyoming? Or they want four or five areas designated, as
seems to be the case, under health care reform at the State level
isn W%shington or seven areas, as has been suggested, in New York

tate?

The issue is that there are a variety of ways that States might
carve up their geographic areas, and that can be best accomplished
by policymakers at the State level. This also would help us deal
with border problems, which are going to arise under any kind of
reform package that involves the development of networks.

Mr. HELMS. John, why don’t you talk to us about the three major
recommendations regarding health personnel.

STATEMENT OF JOHN COOMBS, M.D., UNIVERSITY OF
WASHINGTON

Dr. CoomBs. The next three recommendations, three through
five, really tried to shed some light on the direction of health care
personnel as it relates to meeting future needs of rural health. The
third, to establish national and State health personnel policy goals
and to allocate training funds to assure that there would be an
1ald:iulllate supply of primary care providers for the future of rural

ealth.

When we talk about, first of all, some definitions, when we talk
about primary care providers, we are certainly talking about family
physicians, and general internists, and pediatricians. But we’re
also talking about the so-called mid-level practitioners, the ad-
vanced registered nurse practitioners, the physician assistants, as
well as the certified nurse midwives, in addition to both dental and
mental health professionals.

So when you hear us say primary providers, we’re really talking
about that whole group of people.

Clearly, as was demonstrated earlier, we're looking at a signifi-
cant gap in terms of primary providers for the future. The esti-
mates are that the newly designed system may require as much as
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50 percent. Again, maybe even 100 percent, again, what currently
exists in terms of primary providers. And so how are we going to
do that? And, clearly, it requires that all of the policies that are
developed in terms of training and in terms of defining State needs
within rural communities be directed in that direction.

I think the critical issues when we look at this though are also
the removal of disincentives, and, hopefully, the introduction of in-
centives to move the work force in the direction of rural America.
We're talking about the development, again, of a level playing field
in terms of reimbursement. Clearly, there has been disincentives to
providers moving into rural communities in the past, and that is
something that clearly needs to be addressed for the future—that
the goals have to be consistent with the needs of the population
within a rural community, and that’s not something that given the
fragile nature of the infrastructure for health care delivery within
rural communities, that has always been the case.

We also felt that in terms of—that the development of support
for this, that those who benefit should pay. In the past, the funds,
training funds, have largely come from the Federal Government in
terms of the direct reimbursement—the Medicare passthroughs, as
well as some of the Title VII, et cetera, funds.

We looked at instead the AHPs, as we were calling them then,
the Accountable Health Plans. And, clearly, things have changed.
We now might call those the health care alliances. We're going to
hear of some changes in definitions, but it was the feeling at the
conference that a mechanism should be developed, so, again, those
who benefitted from the practitioners being there should also con-
tribute to their training.

Along those lines, you haven't heard a lot about academic medi-
cal centers and where they should be positioned in terms of health
care reform, and, clearly, they have to be part of the system so that
g:e access to training activities and whatnot can be assured for the

ture.

The fourth recommendation was to re-orient medical education te
focus on primary care and to provide clinical experience in rural
practices. I heard the other day, for instance, that you can take the
boy out of the country but you can’t take the country out of the boy
unless you send him to medical school. That, I think, calls for the
need that we begin to look at rural opportunities, rural track train-
ing, if you will, so that during the course of medical school and into
graduate medical education that opportunity can be there.

The focus has to be within the schools in terms of the medical
schools on primary care training. There has to be shift away from
the hospital base into the ambulatory setting also, and that the re-
imbursement or allocation of training funds must follow that. That
waskthe consensus, I feel, of the people who were together in Little
Rock.

As well, there has to be attention paid to the graduate medical
education slots as they exist now, which, clearly, there is an abun-
dance of focus specialists within the setting. We saw that earlier
from Senator Pryor’s charts, the direction since 1960. That’s some-
thing that clearly needs to be looked at, perhaps, by the regulation
of graduate medical education slots as well as still the attention to
it in terms of the regional nature of that. We don’t need to train
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all the focus specialists in one community, for instance, within the
}Jn}iltied States but that has to be regionally distributed in some
ashion.

You know, we talk a lot about primary care, but it’s also some-
thing where we do need to pay attention to the focus specialties.
Clearly, they need to be sensitized to the needs of rural commu-
nities and exposure to rural training, both in terms of direct as
well as the indirect benefits of that, as well as their role in terms
of outreach and some of the things that have been devised within
the current system need to be paid attention to.

Finally, in this section on the recommendations, recommendation
number 5 took on the issue of the inconsistency between States of
scope of practice laws and some of the regulations around mid-level
practitioners. It was the consensus of the group, which I facilitated
in terms of human resources, that there needs to be Federal guide-
lines to assure consistency on a State-to-State basis of scope of
practice as well as that the basic level of training would in fact
lead to entrance level qualifications for mid-level practitioners.

This isn’t the case at the present time. Not every State has facili-
ties to train mid-level practitioners, and, consequently, the training
which might occur in one State does not necessarily prepare them
for entrance level or to be qualified for the scope of practice that
might be allowed in another State.

Likewise, there has to be incentives to create movement of these
trained people into the needed areas within rural communities.
You'll see in the recommendation that it says, “to practice semi-
independently.” That was a difficult word for, I think, the group to
come to. But, clearly, there are areas within the rural America, es-
pecially in frontier areas, where the remote placement of mid-levels
in relationship to physicians who might also be overseeing or pro-
viding continuity for that individual that there needs to be some
lead way created within the guidelines in the future.

Mr. HELMS. Thank you, John.

Already you know that health care reform is complicated. We
have a Federal Government that we expect will be defining a mini-
mum benefit package and standard benefit package that all Ameri-
cans would have access to and would be establishing the rules for
how the system would operate.

We know we have State governments and we fully expect that
States will have a major role to play in operating this system. But
now we have purchasing cooperatives, and you need to know that
when we met in March, the language was health insurance pur-
chasing cooperatives, and our report continues to use that language
but some way to organize the market by pooling together the em-
ployees of small firms, public employees, the Medicaid program, et
cetera.

We also are talking about building more integrated delivery sys-
tems, and at our meeting we were talking about accountable health
plans, as it's been described by the Jackson Hull group. But what-
ever the language that comes out here, ] think you need to think
about we have States being a player, we have purchasing arrange-
ments, health alliances at work, and we also have delivery systems
being structured and developed into more integrated networks.
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So we're now going to ask Ira, if he would, to talk about what
wciuld an accountable health plan serving a rural region need to be.

ra.

Mr. MoscoviCcE. What the participants at the work group de-
cided was that these kinds of accountable health plans would agree
to make available the full range of services for all people in a des-
ignated geographic service area, providing the appropriate level of
services, particularly primary care and preventive services, through
locally based providers whenever feasible. I believe the key words
in the recommendation are full range of services, all people, and lo-
cally based providers.

What is it going to mean when we say we’re going to provide the
full range of services for all people living in rural areas? If you
think about a particularly isolated rural area, clearly, the full
range of services are not going to be able to be provided at that
local level. And this is where networks come in, the development
of what are termed vertically integrated networks, where local
rural providers are linked with other providers in larger rural
areas or in urban based areas.

When we say all people, we're referring to people in rural areas
that are very close to urban or metropolitan areas, and also people
who are in isolated frontier areas very far away from urban areas.
To do that, we will probably need to provide some incentives and
structure to give health plans the ability to provide those kinds of
services to all rural individuals while maintaining reasonable costs.

And, finally, we feel that locally based providers need to be taken
advantage of in terms of their incorporation into the system when-
ever possible. We believe that under managed competition, health
plans will want to take advantage of local providers who are doing
a good job out in rural areas and they will become an integral part
of any kind of network that’s developed.

The focus of control of health care decisionmaking is going to
need to remain out in rural areas if any kind of health care reform
package is going to be acceptable to the residents of those areas.
And that holds whether we develop top down, or urban based, net-
works that are appropriately linked with rural areas or we develop
locally based networks that reach out to urban areas.

In either scenario, we feel it’s going to be very important for the
decisionmaking for health care to remain in rural America.

Mr. HELMS. We have heard that underserved areas are the hall-
mark of much of rural America. There is considerable scarcity.
We're also very much worried about the fragility of the system that
exists in rural areas, and one of our recommendations deals with
the vulnerability of rural providers. We’ll ask John to tell us a little
bit about how we might protect rural providers.

Dr. CooMBs. Our seventh recommendation was given the vulner-
ability of some rural providers, rules should be established to pro-
tect them from unreasonable financial risk.

I think it’s clear that as we look at mechanisms for financing the
new system, capitation, and putting the provider at risk has been
mentioned quite a bit. Rural providers, for the most part, have
been pretty much immune from managed care systems. If we look
at—perhaps, only 30 percent of providers in rural communities and
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most of those are adjacent to metropolitan areas, or, in fact famil-
iar with HMOs or familiar with the managed care mechanisms.

So, clearly, dropping something on them suddenly where they are
put at financial risk is something which potentially is fraught with
dtzg.nger of the system collapsing, and David alluded to the fragility
of it.

An overabundance of risk then will potentially force their depar-
ture. We've heard about the fact that primary care is at a pre-
mium, that it’s something where there are going to be many, many
jobs in urban communities. Many of those are going to be much
more secure, much more structured. The potential is there then if,
again, we increase the risk, increase the vulnerability of rural com-
munities that we may see those providers who are there escape to
go back to a more secure situation where in fact the risk is spread
more broadly.

We need to ramp into that in terms of financial risk, we need to
utilize mechanisms potentially, such as the area health education
centers and our academic medical centers, again, to train rural
practitioners who are there about the principles of managed care
and how to in fact thrive in that situation.

That was the feeling of, again, our group in Little Rock that this
needed to be done.

To ensure that, there’s going to need to be an investment, I
think, in that infrastructure. And I think that’s going to be some-
thing that utilizing the mechanisms I mentioned as far as the AICs
and the academic medical centers will perhaps allow us to move
into that situation.

Mr. HELMS. One of the most hotly debated issues at our Little
Rock conference was will we need to provide exclusive franchise ar-
rangements for those provider systems that serve rural areas.

Ira, how did the group come down on that issue?

Mr. MoscoVICE. The recommendation was that some areas will
require exclusive franchising arrangements for alternative health
plans, and/or provider network serving rural areas. While these
kinds of franchises may be necessary, particularly in more remote
or underserved areas, they are not necessarily going to be the vehi-
cle or the dominant model in all rural areas.

Although some people at the conference in Little Rock felt that
exclusive franchise arran§ements made sense for many rural areas,
the vast majority of people there said what we want to do is really
not use these franchises as protection for local providers, but use
them to help create incentives for special situations so that health
plans will go out into an isolated area and develop a full range of
services that are accessible.

We see this as being important to protect vulnerable populations
that currently are receiving services, such as migrant farm work-
ers. These arrangements would be time limited; they wouldn’t nec-
essarily be awarded once and then remain forever, instead there
would be a limit on the amount of time that local providers would
have an exclusive option on providing services to residents of their
region.

The next recommendation suggests the following: :

Without the ability to include populations covered under Medi-
care, Medicaid, and the Federal Employee Health Benefits Pro-
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gram, many rural areas will have an inadequate population base
to provide sufficient leverage on providers to participate in health
plans or other provider arrangements under contract to purchasing
cooperatives.

We know that we have hundreds of Medicare dependent hos-
pitals in rural areas, and that in many of these areas we have at
last half, if not more, of the population being served under Medi-
care. The concern is that if the Medicare population is not included
up front in the reform package then a large part of the population
?ase in some rural areas will not be covered under health care re-
orm.

Rural providers in those areas might decide to opt out of the sys-
tem and develop special programs to provide services to exempted
payer populations. However, most rural providers may find it hard
to opt out of the program because they serve just one population.

If a fee for service option or preferred provider arrangement op-
tion is going to be available as an option, providers who opt out of
the program would be participating under health care reform either
through a fee for service vehicle or a preferred provider arrange-
ment.

Finally, a recommendation for rural providers who decide to opt
out of health plans, was to subject them to regulatory oversight on
prices and/or capacity. The concern was that we need to make sure
that we contain cost in those environments where providers are de-
ciding to opt out of health plans.

We don’t want this regulatory oversight to be punitive though be-
cause providers—particularly those in frontier isolated areas—may
decide that enough is enough and they’ll stop practicing and locat-
ing in those areas and move on to other rural areas or other urban
areas.

Mr. HELMS. Ira has now summarized the recommendations that
we have about networks, how those networks are structured with
purchasing cooperatives, what about the issue of franchise and opt-
ing out.

We said at the outset that States were very important and that
they would play key roles in implementing reform, but we have two
specific recommendations for things that States will need to do to
assure that rural areas have adequate resources.

What were they, Ira?

Mr. MosCOVICE. The first was that States should oversee the al-
location of health care capital to support rural infrastructure devel-
opment. The reason myself and others are very positive about how
health care reform can play out in rural areas is that it is a tre-
mendous opportunity to build up the rural infrastructure that’s
necessary for appropriate health care delivery. There was a strong
feeling at the Little Rock workshop that there’s going to have to
be a separate capital financing pool that’s available to help support
the development of rural infrastructure for health care.

This separate pool could include capital from State bonding au-
thorities, from Medicare capital payments, and from the portion of
payments made by other insurers to cover provider’s capital ex-
penses. The States could best make the decisions in terms of allo-
cating capital.
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There was a suggestion that there’s also going to be ‘a need to
protect new networks up front, particularly those who have as-
sumed risk in any way, shape, or form. We could accomplish that
through re-insurance vehicles.

And, finally, there was a strong feeling that to ensure that anti-
trust laws are not an undue hincgirance %or rural network develop-
ment, changes in Federal and/or State statutes and supervision
may be needed.

There was a concern that the literal application of antitrust laws
may represent a threat to the availability of services in rural areas.
Many of the lawyers that I've spoken to—some who were at the
conference and others in States that I've visited—feel that antitrust
laws are not a major barrier. They should not be a major barrier
to the basic thrust of health care reform.

In Minnesota, the State implemented a State action immunity
clause with its health care reform package. And up front in the leg-
islative package that was passed, there was a clear statement that
providers who would be (fe)aaling appropriately with each other in
terms of developing integrated service networks would be exempt
from the antitrust laws. However, it might be cumbersome to go
this State by State. We need to look at Federal antitrust law to see
if that could be changed if necessary.

The key issue is insuring that the public interest is met when
we look at overcoming any antitrust barriers. States are going to
need to clearly articulate what kind of policy they are going to be
implementing that is not going to be supporting a competitive envi-
ronment. And they need to clearly indicate how they are going to
monitor and oversee any resulting organization arrangement that
develops in such a scenario.

Mr. HELMS. Well, the participants in Little Rock were aware that
the President would be introducing legislation calling for a national
service program, and they didn’t want to miss an opportunity. So
our last recommendation would provide rural areas an opportunity
to take advantage of that, and John is going to summarize that rec-
ommendation.

Dr. Coomss. I think again this brought us back in terms of for-
mulating this recommendation to the basic principle that we are
dealing with a fragile infrastructure and that a service approach to
this, a national service program, should be put in place to strength-
en that so that the goals of it should be consistent with the other
strong themes that we saw going through the conference.

One of those, of course, is that we get back to the basic issue,
which is community focus; in other words, as well as local controls
and a local control of that system because really what the whole
principle of managed competition—the way it is being developed—
is that it’s a real top-down kind of activity. Instead, we are suggest-
ing that the infrastructure within rural America depends upon that
local control and the community focus to assure that the diversity
of rural is met in terms of any system which is devised. :

The one last thing that I would mention again is the theme that
health care within rural America is very, very closely tied to the
economic development also of the community. So it’s something
where when we hear about people saying that we need to central-
ize, we need to build bigger and faster ambulances and deal with
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the issues in that respect, that isn’t going to play well in terms of
public health; it’s not going to play well in terms of prevention;
and, it’s something that also is going to potentially erode at the
economic infrastructure of rural America in which 25 percent of our
population currently reside.

Mr. HELMS. Were about to go to your questions, and they've
asked me to ask you to go to the microphone and identify your-
selves. While you’re coming in droves, I know, to ask your ques-
tions, I would ask Dan Campion to talk just for a minute about a
program that already exists—passed by your Federal Govern-
ment—called the Essential Access Community Hospital Program,
which is about the task of building networks.

Dan, tell us about the EACH program.

Mr. CAMPION. One of the major fundamental themes coming out
of the Little Rock conference, as you've just heard, is that regional
rural health networks should be a fundamental strategy for re-
structuring the delivery system. And there is one Federal program
that is making a start at the development of networks.

It is called the Essential Access Community Hospital Program,
sometimes known as the EACH program. And the EACH program
seeks to create networks in rural areas that consists of small rural
primary care hospitals. It’s a new category of hospital design just
for this program, and these small hospitals would have a limited
service capacity and be linked to a hub hospital, which would be
the essential access hospital. So it’s a hub-n-spoke design.

Major elements of the program are grant programs that assist
rural areas in developing telecommunication systems, emergency
medical systems, kinds of linkages that are needed to create net-
works. And there is a significant focus on the role of the State in
this program. The program actually is considered a Federal-State
partnership; States are given resources to create rural health plans
under the program, and it's a program that can be viewed in this
context of health reform as a model for how we can begin to use
Federal incentives and a Federal program to work within the con-
text of State governments doing planning that reach down to the
community level and involve local decisionmaking.

So it is an important program to watch. There is a report in your
briefing packet about networking for rural health, discussing this
program. We're at an important point in the program’s develop-
ment in that within the next few weeks we anticipate that Sec-
retary Shalala will be releasing the implementing regulations for
this program.

So it’s at a crucial point, and you can be in touch with the Alpha
Center in producing more materials describing the seven States
that are now in the program and the 30 networks that are being
developed.

Mr. HELMS. Thank you, Dan.

We have some time for questions.

PETER REINECKE, STAFF PERSON FOR SENATOR TOM
HARKIN

Mr. REINECKE. Peter Reinecke with Senator Tom Harkin who co-
chairs the Senate Rural Health Caucus.
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One thing that you all didn’t talk about, and I was wondering,
is whether there was much discussion at the conference on more
of a short-term focus and that is the status of a lot of our rural hos-
pitals and other providers.

Senator Harkin has introduced legislation, Senator Dole has in-
troduced legislation as well, that would extend the Medicare-de-
pendent hospital program that provides a little bit extra payment
to a lot of our smaller rural hospitals that are dependent on Medi-
care so heavily.

And the fact that so many of our rural hospitals are really right,
as of today, teetering on the edge financially.

I was wondering if there was any discussion about the short-term
needs and also potential impact of short-term cost containment
measures as part of health care reform on rural providers.

Mr. HELMS. I'm going to ask Ira and John in a second if they
have a response to your question. I think in fairness we went off
to Little Rock to try to understand what the grand design for
health care reform, as we knew it then, might have for rural areas,
but we understood your point that the rural health infrastructure
was on the brink and was in very fragile state. And that’s one of
the reasons why you see in these recommendations coming out a
need to protect the fragility of the existing system so we’ll we have
something to build on.

So while I don’t think we spent a lot of time dealing with the
very immediate issues, I think these recommendations would give
support for anything that preserves the existing capacity, so that
we'll have capacity to start to build and develop those networks.

But let me ask if either John or Ira would like to comment.

Mr. MoscoviICE. I couldn’t have said it better, but the only thing
I would add would be that there’s a feeling that we wouldn’t nec-
essarily be maintaining the status-quo vis-a-vis rural hospitals. For
instance, the EACH program that Dan just described may support
the use of capital for rural infrastructure projects.

I agree with David that many of the recommendations support
new opportunities and new roles for rural hospitals, as well as
maintaining and preserving those hospitals that are able to meet
the inpatient needs of rural populations.

Dr. CooMmss. I would just add a couple of comments to those, and
1 agree with the previous comments.

There was, I think, a fair amount of trepidation in terms of put-
ting together recommendations because of the fragile nature of
things. I had mentioned earlier in my remarks about concern that
in fact things will look more attractive now in urban areas poten-
tially as networks come to%ether. We know that, for instance, 60
percent—as was reported by The New York Times recently—60
percent of people who are graduating from medical school now and
are under the age of 35 are now looking for employed jobs. They
are in fact employed physicians, and, consequently, I think we’re
going to potentially have lots of good jobs which come to bear.

When we talked about short-term fixes though I think that there
needs to be even more attention paid to that in the short-term as
far as what was mentioned. A recent study that we just completed
looked at the margins of rural hospitals, and to our alarm when we
broke it down according to if the community was proximate to a
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metropolitan area, or if it was isolated, or if the county was grow-
ing or not growing, the average on all of those hospitals were nega-
tive margins. And, consequently, I think that the effects, some of
the ill-effects, of prospective payment over the past 10 years have
really J)ut many of the hospitals that are still alive in a very jeop-
ardized kind of position.

So I would strongly support the initiatives you mentioned to ad-
dress the immediate—now—so that as we look at the ramp up that
I expect is going to occur perhaps over the next 3 to 5 years in the
b}ilg fix that we can maintain what already exists in satisfactory
shape.

Mr. HELMS. Okay, other questions?

E‘?s, sir. If you’ll come to the microphone and again identify your-
self?

DARRYL LEONG, M.D., NATIONAL ASSOCIATION OF
COMMUNITY HEALTH CENTERS

Dr. LEONG. Okay, my name is Darryl Leong from the National
Association of Community Health Centers.

My question has to do with whether these new networks would
indeed stabilize the system to prevent unevenness or crises in cer-
tain essential service, and I would mention OB services as an ex-
ample in rural areas where one or two physicians—if one leaves,
and the other physician wants to leave and in some areas that
have chronic shortage, how that system would assure that there
would be some continuity of service? If you're pregnant now, you
can be assured that you would deliver your baby at a local commu-
nity.

The second one is a question for Dr. McGrew——

Mr. HELMS. How about if I take these questions one at a time.
We'll come right back to you.

I think your point does illustrate thought and it underscores
Nancy’s point in the beginning. When we talk about health care re-
form, we’ll often talk about financing and how we’re going to
change the financing system. When we start talking about rural,
we’re talking about real problems that exist in the availability of
service and how those services are structured.

But maybe I will ask John, if he would, to comment on that.

Dr. CooMBs. Two comments on that. I think one of the things
we've seen in the whole HPSA approach and looking at filling un-
derserved areas is that frequently they fill up or at least they get
to that critical mass and then suddenly they’re no longer HPSA so
that the scenario you just mentioned suddenly becomes on which
throws the community into a crisis.

Just this past 2 weeks, I have been dealing with an issue in Sew-
ard, Alaska, for instance, where three family physicians, all doing
OB, one was forced to leave because of problems; the two were left
and they said, I'm sorry, we just can’t continue to deliver babies.
You’re going to have to go to Anchorage, and if you’ve ever driven
to Anchorage from Seward, you'll know that that’s probably not
something that’s real exciting when you’re two centimeters and
about to have a baby.

What do we do about that? I think there are two things that I
would suggest:
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First of all, we have to have, I think, some local common sense,
if that's possible, through organizations like HCVA where when we
have a HPSA and it’s filled up, we can make a decision that maybe
just a little bit more to create a little less jeopardy for that commu-
nity might be a good idea.

So adjusting what we’re talking about in terms of critical need
or shortage areas I think becomes important.

The second——

Mr. HELMS. John, there’s great interest out here in knowing
what a HPSA is—a Health Profession’s Shortage Area.

Dr. CoomBs. Health Professional Shortage Area, previously
known as HMSA, or Health Manpower Shortage Area and revised
terminology. Thank you.

The second comment I think, and it becomes a State issue, is
locum tenens. There needs to be some short-term relief of people
to come in and to be paid a reasonable wage and some provisions
made to in fact—for that to occur.

I know we've seen States that have successfully done that; it’s
difficult. I know that the University of West Virginia, for instance,
has put in a program through their academic medical center and
in talking to the Dean there I find that the problem is that they
don’t have enough capacity. They can’t keep up with the need as
they arise.

So there has to be, I think, some investment in that kind of sys-
tem so that when fragile systems are put in jeopardy like you de-
scribe that we can have a SWAT team, if you will, come in and res-
cue it until more long-lasting relief can be found.

Mr. HELMS. Ira also had a comment.

Mr. MoscCOVICE. I think that’s where networks can help. We've
just finished a study in Minnesota of physicians who have stopped
practicing obstetrics. The primary reason they stopped practicing
OB was not malpractice concerns. The primary reason was simply
the amount of time it took to practice OB and the burden on them.
The development of integrated service networks, where you’re link-
ing rural providers with other providers outside the area, can facili-
tate locum tenens arrangements and other kinds of support struc-
tures for rural providers.

We also finished a study in Colorado that suggests that most
rural primary care physicians in that State are in solo practice and
are not linked very well with other providers. We think health care
reform and network development can help support OB services in
rural areas.

Mr. HELMS. You had a second question?

Mr. LEONG. Yes, the second question has to do with the standard
care in a similar issue over Mr. McGrew’s opening comments about
not being driven by urban standards. And, again, I think that—I've
worked in both areas where the standard would be that you’d have
to have a crash C-section in 30 minutes in a rural hospital, and,
again, that kind of standard would not necessarily be malpractice—
again, from a medical standpoint—might drive you away from
doing OB.

Dr. CooMBs. Just a comment. I agree and I think this question
is asked frequently—are there two standards of care; in other
words, is there a standard for urban and a standard for rural?
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I've always answered that by saying that I don’t think so. I think
there’s only one standard of care, but there are modifiers to that
standard which clearly the geographic barriers and a variety of
other things—access to technology—will modify how that is deliv-
ered in any given community. That’s a tough one though when you
start talking about malpractice, and something that needs to be
taken into consideration.

Mr. HELMS. Other questions? If not, I'll turn this back to Nancy
Barrand for any closing comments.

Do any of you want to ask your questions?

Mr. HAWKINGS. Yes, sir.

DAVID HAWKINGS, THOMPSON NEWSPAPERS

Mr. HAwkKINGs. I am David Hawkings with Thompson News-
papers. I know I came in late, but are any of you willing to venture
a prediction as to how many of the recommendations from Little
Rock will be included?

Mr. HELMS. Oh, I suppose that’s my job.

I think that all of them will be given very serious consideration
because rural is a very important component of this country, and
I think even politically it’s going to be hard to sell health care re-
form to this country without addressing adequately some of the
rural infrastructure issues.

We were joined in Little Rock by Secretary Shalala and Carol
Rascoe, and they made it very clear—certainly from the Adminis-
tration’s point of view—and as we have met with Members of Con-
gress and did these briefings on the Hill, we understand that rural
is a central issue and will have to be addressed. And I think we'’re
beginning to see that, as this concept evolves, as we try to re-orga-
nize markets and try to build integrated delivery systems, we’re
going to have to do some different things in rural. But that doesn’t
mean that these recommendations won't be understood and taken
advantage of, and I can say from our meetings even with the White
House task force that there’s considerable understanding of these
issues. :

Mr. CampION. I would just add that the implications of these rec-
ommendations are not just short-term. There’s a lot of long-term
work to be done. We're talking about infrastructure development,
network development, which will require not only capital invest-
ment and personnel policy goals being developed to get the right
amount of personnel in rural areas, but also the development of re-
lationships. Networking requires that providers come to know their
colleagues who have other specialties and expertise who require
rural residents understanding that maybe the local rural hospital
has now a different role within a network setting.

So there are a lot of educational relationship components to this
so that it’s a long-term process to include in the rural system.

Mr. HELMS. The one issue to watch fairly closely, and I probably
wouldn’t predict that this one might be taken, but that will be this
issue of how large the population base is for the purchasing cooper-
ative that affects rural areas and whether or not they permit the
Medicare program to be the provider network and the population
served by the Medicare program, whether they can be given some
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kind of a waiver or exemption and to be brought into that purchas-
ing cooperative in rural areas.

I think that will be a very hot issue. Some believe that that’s es-
sential; others not. But you can watch that one closely.

Ms. BARRAND. I think, as you've heard, health care reform is
going to be difficult to implement. It may be particularly difficult
to implement in rural areas, and these recommendations are really
offered as a way to begin to address some of the issues that might
play out as we see health care reform being implemented in rural
areas.

On behalf of my colleagues here, I'd like to thank you for the op-
portunity for having us present this meeting and I'll turn it back
over to Jeffrey Human.

Mr. HUMAN. Thank you very much. And on behalf of Senator
Pryor and Senator Cohen and the rest of the members of the Aging
Committee, I'd certainly like to thank all of you for a very illu-
minating presentation this morning.

Before we break for lunch, I'd like to make just a few announce-
ments:

First of all, since we've got an audience here who's interested in
health care, I'd like to let you know about an upcoming event later
this week and that is a Senate Aging Committee hearing on pre-
ventive health: “An Ounce of Prevention Saves a Pound of Cure,”
that will be held at 10 a.m. on May 6 in room 562 of the Senate
Dirksen Building. This hearing will explore how lifestyle choices
about tobacco, alcohol, and nutrition affect the aging process and
health care costs. And we will be exploring how Federal policy can
reduce those costs.

I'd also like to acknowledge the presence of some of the members
of the staff of the Aging Committee who are with us this morning:

On Senator Cohen’s staff, the Minority Staff Director, Mary
Berry Gerwin, and Priscilla Hanley, who are in the back. If you can
raise your hand or stand for just a second. We are real glad to have
you with us. We've already said that Senator Cohen regretted that
he couldn’t be with us.

Kate Kellenberg, of Senator Pryor’s staff is with us. Please stand
for a moment. Kate is taking over rural health activities for the
Committee.

And Bonnie Hogue, who is in the audience, if you can stand for
a moment, Bonnie. Bonnie also handles health activities for the
Committee.

If there is any way to summarize some of the recommendations
of this Committee and what happened at the summit in a little dif-
ferent way, it is around the concepts of equity and self-sufficiency.

When the century began, 60 percent of the people of America
lived in rural areas and now that percentage is 25 percent and fall-
ing. And I think people in rural areas need to feel that when the
Nation designs any new program, that it is designed for them as
well as for the people who live in the urban areas.

By the principle of equity, I mean that if we’re talking about
health care, at a minimum, they should have access to primary
care.

In terms of self-sufficiency, I think that people who live in the
smaller communities of America feel that if they are to sustain the
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populations in rural areas and the services that they need to keep
their communities alive and viable, then they need a measure of
control over what happens as well. And I think we've come back
to that again and again this morning, a request that self-sufficiency
in health care would be respected as we design a new system.

And those recommendations that we have heard this morning 1
think are consistent with those principles of equity and self-suffi-
ciency.

With that, we’ll now break until 1:30 when we will be back
again.

Thank you.

[Whereupon, at 11:55 a.m., the Committee recessed to reconvene
at 1:30 p.m., the same day.]

AFTERNOON SESSION—1:36 P.M.

Mr. HUMAN. On behalf of the Senate Special Committee on
Aging, I would like to welcome you folks back to today’s workshop
on rural health care and health care reform.

This morning we looked at the problems the residents of the Na-
tion’s smaller communities currently have in getting necessary
health services. We heard a report from a National Rural Health
summit recently held in Little Rock on how to address these prob-
lemsdif health care reform is enacted, as President Clinton has pro-
posed.

This afternoon we're going to look at perhaps the single biggest
problem facing rural areas: the shortage of primary care physicians
and one important way that it can be addressed, by reform of grad-
uate medical education.

Can we reform graduate medical education in such a way as to
lead to more primary care physicians and less specialists.

I'm conscious that some of you folks who are watching this on C-
Span may need a few definitions to help you follow this as we go
along. When we speak of pri